In this issue of Clinical Medicine & Research, Belongia and Naleway 2 present an argument that supports a limited smallpox vaccination program. This is based not only on the calculated risk of a smallpox bioterrorism attack as presented recently by Bozzette et al., 3 but also the potential risk of vaccine-related events. These risks do not only apply to those who receive the vaccine but also those close contacts of vaccinated individuals.
The vaccination plan should be based on the benefits of the vaccine and the assessment of risks associated with it. Several experts are not in agreement with the White House plan. 4 The disagreement is based on previous, well-documented experience with the best methods to prevent the transmission of smallpox. In contrast to a large-scale population vaccination program, it has been shown that a program such as "ring" vaccination can be more effective. 5 The vaccine benefit is not clearly identified based on our knowledge of a disease that does not exist, whereas, in a post-event setting there is clear reason to accept the risks. As documented by Belongia and Naleway, adverse events associated with smallpox vaccination are very uncommon and range from generalized vaccinia, to death. Other adverse events include eczema vaccinatum, encephalitis and progressive vaccinia. There are also adverse events including death due to secondary transmission of vaccinia, transmission associated with close contact to persons who recently received the vaccine. Published reports document twenty-six cases of secondary transmission within families. Three cases of the secondary transmission were fatal (11.5%). Eighty-five, secondary cases of nosocomial vaccinia are reported in the literature, with nine associated deaths (10.6%). 6 The following adverse events were reported following the recent vaccination of more than 100,000 military personnel: encephalitis (n=2), myocarditis (n=1), generalized vaccinia (n=2) and ocular vaccinia (n=1). 7 To date, nine moderate-tosevere adverse events were reported following the recent vaccination of 19,919 civilian and public health care workers. These include; generalized vaccinia (n=1), angina (n=2), headache and dizziness (n=1), cholecystitis (n=1), hypertension (n=1), vomiting and diarrhea (n=1), exacerbation of COPD and diarrhea (n=1), myocarditis (n=1). 8, 9, 10 Five cases of transmission to close contacts of military vaccinees were reported, two of these cases were diagnosed as ocular vaccinia. This low incidence of adverse events may be attributed to the pre-vaccination screening method that was used in order to scrutinize those selected to receive the vaccine and identify those at risk of developing adverse events.
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The role of hospitals and physicians in bioterrorism preparedness is paramount. This readiness should not be limited to ensuring the safety and health of those who receive the smallpox vaccine and their contacts, but should include plans to handle actual bioterrorism events including a smallpox attack. Health care providers, including physicians, should develop a thorough understanding of bioterrorism agent characteristics, diagnostic and treatment options. Ultimately, this may be the best method to prevent and limit the impact of these events, either actual or hoax. Hospitals must enhance diagnostic capabilities and epidemiologic surveillance programs. Emergency preparedness programs must be modified to include bioterrorism. Above all, we must all educate ourselves. We must also not forget that an enhanced public health infrastructure will serve this nation well for the control of the disease, no matter the origin.
